Abstract A 75 year old woman presented with a three week history ofsevere dyspnoea and cough. Auscultation and spirometry suggested extrathoracic inspiratory airway obstruction, and bronchoscopy showed abnormal motion of the arytenoid region (supraglottic area), causing upper airway obstruction only during forced inspiratory efforts. Sedatives improved the symptoms within a week. It is suggested that reversible malfunction of the arytenoid region can be responsible for upper airway obstruction.
Flow (I/s)
Case report A 75 year old woman presented with a three week history of severe dyspnoea after coughing. She did not have a history of bronchial asthma, respiratory infections, or allergies. There was domestic discord in the family and she had suffered from insomnia for several months. Physical examination showed prolonged inspiration with severe stridor during forced inspiratory effort. Spirometry showed a substantial decrease in forced inspiratory flow with a plateau configuration but a more normal expiratory flow pattern, suggesting extrathoracic airway obstruction (fig 1) . Immediately after spirometry fibreoptic bronchoscopy examination was performed on the patient without local anaesthesia or sedation, and forced inspiratory efforts made the arytenoid region move to obstruct the laryngeal orifice ( fig  2) . This abnormal motion of the arytenoid region did not occur during quiet respiration. ation and electroencephalography showed no abnormalities. A psychiatric evaluation suggested emotional stress. She was treated with 6 mg diazepam/day. After one week her complaints disappeared and there was no inspiratory stridor even when she inspired as strongly as possible. At that time repeat bronchoscopy was performed and the abnormal motion of the arytenoid region was not observed. Since then she has received sedative treatments infrequently and has had no further complaints in four months of follow up.
Discussion
We present a case with inspiratory dyspnoea induced by abnormal motion of the arytenoid region. Reversible upper airway obstruction is rare in adolescents. In 1974 upper airway obstruction without organic abnormalities was described by Patterson et al,8 and since then several other cases have been reported. Abnormal (paradoxical) movement of the vocal cords is the most frequent cause of upper airway obstruction. This patient showed abnormal motion of the arytenoid region during forced inspiratory efforts but no abnormality in the pharynx, vocal cords, or trachea and had no laryngeal spasm.
The association of coughing and abnormal motion of the arytenoid region is hard to explain. The patient had no history of asthma or other allergic conditions. In view of her sudden onset of symptoms without any organic disease and of her emotional stress she was given sedatives, and one week later the abnormal motion as well as the coughing attacks had disappeared. Thus these symptoms may have been due to a psychogenic or undetectable neurogenic problem. Finally, we suggest that abnormal motion of the arytenoid region may be an additional cause of upper airway obstruction, and that direct fibrescopic observations and forced expiratory and inspiratory flowvolume loops effectively reveal such a cause of upper airway obstruction.
